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THE PATIENT PROTECTION AND AFFORDABLE CARE ACT: A NEW 
DEDICATION TO PRIMARY CARE 
DEAN G. LIBET 
 
ABSTRACT 
 The Patient Protection and Affordable Care Act drastically transforms the United 
States healthcare infrastructure. This law, passed in 2008, will shift financial incentives, 
payment methods, policies, and, in fact, the very way our physicians practice medicine.  
Currently, the US ranks 1st in healthcare costs, but 37th in healthcare service in the 
world. It is estimated that there are between 35-42 million uninsured Americans that 
ultimately cost 50 billion in taxpayer dollars annually. The 4,033 behemoth of a law 
sets the groundwork to provide high quality healthcare to all Americans with either 
insufficient or no insurance. Although it will affect every aspect of healthcare and 
medicine, this paper will assess the changes being made in primary care. The renewed 
dedication to family medicine provides the foundation to create a more cost efficient 
healthcare system and a healthier America. We will review the current state of primary 
care, assess the provisions enacted by the Patient Protection and Affordable Care Act, 
and evaluate future goals of family medicine. Ultimately the Affordable Care Act 
 attempts to boost primary care, focus on prevention, and use research-based policies in 
order to lower healthcare costs and provide accessible healthcare. In order to do so, the 
United States needs to address the insufficiencies of the previous healthcare system and 
re-evaluate our healthcare expenditures.   
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INTRODUCTION 
  
 
Hallmarks of Primary Care 
 When defining primary care it is important to keep in mind that is a wide and 
varied scope of practice. Primary care is a multi-functional, multi-organ system field 
where physicians are responsible for the complete well being of their patients 
(Bodenheimer & Pham, 2010). Most often, the primary care provider, or PCP, is 
specifically trained to deliver a comprehensive first contact analysis, transitional care, 
and health preservation. The PCP is designed to serve as an entry point into the health 
care system and an active role is disease prevention. A vital part of primary care also 
includes the management of chronic conditions, including hypertension, high cholesterol, 
diabetes, heart disease, and many others (American Academy of Family Physicians, n.d.). 
 Primary care is also responsible for coordination of services across any necessary 
areas of specialties (The National Academy, 1994). It is also important to note that PCPs 
often include multi disciplinary teams that extend beyond just physicians. Teams often 
include a general practitioner, nurses, physicians assistants, nurse practitioners, medical 
assistants etc. (WHO Europe, 2004). 
  
Privatized Consumer-Driven Healthcare 
 Prior to the passage of the PP and ACA, the United States health care system was 
comprised of private health insurance companies, which offered competing plans that 
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differed in monthly premiums, deductibles, and coverage. Consumers had the right to 
choose between competing companies and plans. Much like other capital markets, the 
health care system was meant to foster competition in order to provide fair pricing and 
plans to all consumers (Goodman, 2006). Under this system, the government is still 
directly responsible for public health programs, Medicaid, Medicare, and uncompensated 
care. Thus, taxpayers are indirectly responsible through healthcare tax incentives. 
Government provides the majority of funding for Medicare and Medicaid patients 
(Mehrotra, Dudley, & Luft, 2003).  
As a competing company, medical services needed to be justified with revenue 
and costs were directly correlated with the complexity of service (Mehrotra et al., 2003). 
This fee-for-service system, was heavily shifted to reward specialists and procedure 
based medicine (White, 2007). The payment methods emphasized those physicians who 
occupied small niches of medicine and provided specific care. Incentives became the 
dominant way provider were being paid and, unfortunately, a driving force in the way 
medical decisions were being made (Sekhri, 2000).   
In addition, this historical focus on specialization also forges a system where 
providers are only accountable for the care within their own specialty. This decreases 
communication between specialties and coordination of care (Fisher et. al, 2007). 
According to multiple studies, pay-for-service methods are largely unsuccessful in 
improving quality of care and that more efficient use of funds is needed to increase 
quality of care (Bendix, 2013b). The current research that payment methods that 
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incorporate both baseline fees as well as incentives toward service will result in lower 
cost (Robinson, 1999).  
 Lastly, the market-driven health care system has resulted in large population of 
uninsured individuals as well as those with inadequate coverage. While specific reports 
vary, the consumer driven system has left approximately 46 million Americans without 
health insurance (Kaiser Family Foundation, 2013; Bodenheimer & Pham, 2010). In 
addition, it is estimated that over 3 million Medicare beneficiaries reached the ‘doughnut 
hole,’ requiring them to pay the complete cost of their medications. This often leads to 
skipped dosages, stoppage of medication, and further complications. (Herzlinger, 1997). 
This, denials of treatment, frequency of preventable mistakes, and other cases of 
substandard care, had many consumers and their lawyers have been outraged. As a result, 
malpractice lawsuits have steadily increased and, even prior to the enactment of the 
PPACA, many states have had to interfere in order regulate health plans. (Sekhri, 2000). 
 
  
Shortage of Primary Care 
Recent trends have resulted in a current shortage in primary care physicians 
coupled with one of the low percentage medical students choosing primary care 
(Bodenheimer & Pham, 2010; Jeffe et. al., 2010).  In 2014, the healthcare system will 
expand to cover an additional 34 million people, which along with the current shortage, 
(and other factors) aging, and population growth, contribute to severe  
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gap in primary care resources and demand.  As seen in Figure 1, the majority of this 
demand will be generated by the expanded coverage. This expansion is expected to cause 
the annual number of primary care visits from 15.07 to 24.6 million in 2019 (Hofer et. al, 
2011). Furthermore, by 2025, the United States is projected to require close to 52,000 
primary care physicians to meet this increased demand (Petterson et al., 2012).   
The former payment system does not adequately address the larger and more 
significant imbalance of PCPs’ lifetime earnings compared with those of specialists 
(Vaughn et. al., 2010). These financial incentives have lead medical students away from 
	  
Figure	  1:	  Analysis	  of	  the	  growing	  demand	  for	  primary	  care	  providers	  and	  projection	  of	  the	  necessary	  physicians	  to	  meet	  	  this	  demand	  by	  2025.	  	  This	  figure	  was	  amended	  from	  “Projecting	  US	  Primary	  Care	  Physician	  Workforce	  Needs:	  2010-­‐2025.	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primary care and towards specialties. (Newton & Grayson, 2003). Research in the past 
decade has shown that a significant number of medical students are choosing specialties, 
and subspecialties over general medicine and primary care (Jeffe et al., 2010).  
The result has led us to a current shortage of PCPs that are facing a growing 
demand. Previous financial incentives have dictated the way medicine is practiced in the 
United States, favoring specialists, and specifically procedures, over general 
practitioners. This has led to a de-emphasis of primary care and a large majority of 
potential physicians opting out of primary care practice.  
 
The Patient Protection and Affordable Care Act 
  The PP and ACA is a 4,033-page law that affects every field of medicine 
and healthcare in the United States. Its provisions will be enacted over a time period 
starting in 2010 up until 2025. Important landmarks occurred in 2014, when the 
Insurance Marketplace opened, and in 2020, when the doughnut hole with officially 
closed and patients will no longer be denied medications based on their total healthcare 
expenses. (Education, Outreach, & AARP, n.d.).   
 The Health Insurance Marketplace provides a single location where patients who 
are uninsured can choose between plans that best fit their current needs. In addition, the 
Marketplace also provides financial assistance to those who qualify, based on income 
(“Health Law Fact Sheets - Affordable Care Act,” n.d.). In fact, Medicaid coverage has 
expanded and is now offered to all individuals whose income falls within 133% - 400% 
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of the poverty line (Hofer et al., 2011). A summary of some major provisions and 
objectives of the PPCA can be seen in Table 1. 
 There will also fundamental changes protecting individuals with pre-existing 
conditions or high healthcare costs. For instance, currently Medicare patients who have 
spent over $2,850 on covered drugs have reached the coverage gap or ‘doughnut hole.’ 
This means that the cost of medications prescribed to them have exceeded their annual 
limits, thus forcing them to pay for the entire cost of the prescriptions. By 2020, the 
concept of a doughnut hole will not exist and patient while obtain a minimum of 28% 
reduction in cost, with the potential to qualify for even further assistance (“The Official 
U.S. Government Site for Medicare,” n.d.).    
It seems counterintuitive to add stress and demand to an already taxed healthcare 
system. However, the current research shows that patients with access to primary care 
will accumulate lower lifetime healthcare costs than those patients without access (Dow 
et al., 2013a). According to a study published by the Health Services Research journal, 
even the expansion prescription coverage leads to a decrease in hospitalizations and total 
healthcare costs (Afendulis et al., 2011). Many provisions established the PPACA aim to 
increase accessibility to primary care for all patients. 
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In addition, payment incentives and financial loans will emphasize primary care practices 
and encourage medical students to enter the primary care field through higher salaries 
and loan forgiveness programs. These provisions intend to boost primary care 
affordability and accessibility. The key being that the latest research unequivocally shows 
that patients who receive a higher level of integrated medicine and medication coverage, 
result in less overall healthcare costs (Bindman et al., 1995).   
 
Specific Aims 
 This paper provides an analysis of the current research on the United States 
healthcare system prior to the PP and ACA. The costs facing the U.S. taxpayer in caring 
for the uninsured population, and why expanding coverage is in nation’s best interest, 
will be examined. Strides being taken to boost general medicine and the impact it will 
have on the healthcare landscape will be analyzed. 
 Questions still remain as to whether the U.S. government can successfully lower 
the nations healthcare costs as well as efficiently manage care for the entire nation. Also 
it is unclear what the full impact the PPACA will have on United States healthcare and if 
the provisions are truly sufficient to reverse the shift to specialization and boost our 
populations total health. In addition, there is fear that the quality of our specialists, and 
indeed the quality of our entire healthcare, will decrease due to emphasis on primary care 
and influx of mid-level providers. Many advocate for more health, exercise, and nutrition 
education in our school system in order to address the major chronic conditions, obesity, 
diabetes, and heart disease, plaguing the United States population. Whether such systems 
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would fall under the responsibility of healthcare, education systems, or an undetermined 
third party remain to be seen. 
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PUBLISHED DATA 
  
National Rankings 
According to the World Heath Report done in 2000, the United States currently 
ranked 1st in healthcare cost per capital and 37th is total healthcare service (“WHO | The 
world health report 2000 - Health systems,” n.d.).  Specifically, the Unites States devoted 
$1,299 billion dollars to health care which accounts for one seventh of the total national 
economy (Mehrotra et al., 2003). The U.S. remained 1st in spending in 2006, as well as 
decreased to 39th for infant mortality, 43rd for adult female mortality, 42nd for adult male 
mortality, and 36th for life expectancy (World Health Organization, 2008). 
The question has become, how is the US is investing more per capita into 
healthcare and achieving sup par results on a national scale? The highest costs to the US 
healthcare system are due to hospital admissions, physician/clinical visits, and 
prescription medications (CMS, 2014).  More specifically, as shown in Figure 2, hospital 
care accounts for the most with 32% Physician and clinical account for 23% and 
medications follow with 10% (Mehrotra et al., 2003). In total these three categories are 
responsible for 65% of health care costs, and the majority of these patients suffer from 
‘chronic illnesses,’ such as heart disease, stroke, cancer, diabetes, etc. (“CDC - Chronic 
Disease - Overview,” 2012).  
	  	  11	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 As stated before, one of the within responsibilities of primary care is to manage 
these chronic illnesses, coordinate with specialty physicians, and oversee transitional care 
in order to prevent further hospitalizations. Without access to these general practices, 
many patients, both the inadequately insured and uninsured, are exposed to unnecessary 
and preventable hospitalizations, ER visits and medications.  
 
Caring for the Uninsured  
One of the major changes with the enactment of the PP & ACA is the 
incorporation of possibly 47 million new non-elderly patients to the health care system 
(Kaiser Family Foundation, 2013). Providing accessible and high quality care to all the 
inadequately insured and uninsured populations is arguably the most important and 
ambitious goal of the PPACA. In fact, caring for the uninsured is crucial to it success. 
The current research shows that individuals with insurance who utilized their primary 
care services, amass less total healthcare costs than their uninsured counterparts (Dow et 
al., 2013b). 
The biggest barrier to healthcare is cost and, in the privatized market-driven 
healthcare system, it had become unaffordable for much of the low-income families with 
pre-existing conditions (Pizer et al., 2009). Figure 3 shows the annual increase of 
premiums, as a percentage of the previous years cost, from 1983 until 2001. Moreover, 
during the past decade, the number of uninsured Americans has steadily  
Figure	  2:	  Breakdown	  of	  the	  United	  States	  healthcare	  expenditures	  and	  funding	  in	  1998.	  Figure	  amended	  from	  ‘Managed	  Care:	  the	  US	  experience.’	  	  
	  	  13	  
 
	  
Figure	  3:	  Displays	  the	  average	  annual	  percentage	  increase	  in	  United	  States	  premiums	  from	  1983	  until	  2001.	  This	  figure	  was	  amended	  from	  ‘What’s	  Behind	  the	  US	  Expenditure	  Trends?’	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the number of uninsured Americans has steadily increased (Kaiser Family Foundation, 
2013). Figure 4 highlights the current demographic of uninsured patients within the 
United States. 
A report released recently by the American College of Physicians estimated that 
the United States taxpayers 35 billion dollars per year in order to compensate for the 
uninsured, the majority of which lies in hospitalizations and uncompensated care 
(Physicians, n.d.). The fact is that emergency departments are required by federal law to 
screen and stabilize all individuals that present to them, regardless of healthcare status 
(Kaiser Family Foundation, 2013).  
However, emergency departments are poor substitutes for primary care providers. 
Emergency physicians are trained to treat acute illnesses and trauma, not to manage 
chronic conditions. In fact, evidence shows that primary office visits are less expensive 
than the corresponding ED visit. (Newton et al., 2008).  
Hospitalizations comprise the largest current cost burden to our health care 
system and consequently the is a growing pressure to avoid preventable hospital 
admissions by increasing necessary outpatient treatment (Asplin et al., 2005). As of 2003, 
hospitalizations account for approximately $24 billion annually, comprising 32% of all 
healthcare costs (Mehrotra et al., 2003). Uninsured individuals seen the ER, are not likely 
to present to a clinic for follow up and, many that do are turned away due to lack of 
coverage (Asplin et al., 2005). 
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Cost for total health care for the uninsured reached 56 billion in 2008, 75% of 
which is compensated for by government and 25% is paid for out of pocket (Hadley et 
Figure	  4:	  Shows	  the	  Demographic	  of	  the	  uninsured	  population	  in	  the	  United	  States.	  Figure	  amended	  from	  “Key	  Facts	  about	  the	  Uninsured	  Population.”	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al., 2008). The US taxpayer is giving $1,650 to $3280 per year, depending on income. 
The same report released by the ACP, estimates that the annual continued cost of health 
care coverage for uninsured population will only be $1,004 to $1866 per taxpayer 
(Physicians, n.d.). As a result it is in the United States taxpayer best interest to provide 
accessible and affordable primary care to uninsured individuals in order to reduce 
unnecessary hospitalizations.  
Most uninsured individuals with chronic conditions do not receive proper 
transitional care when leaving hospitals or emergency rooms. As a result, they are more 
likely to have their health decline and return to the emergency department and possibly 
readmission (Hadley et al., 2008). Those that seek follow up care in free clinics are often 
deprived of adequate care due to lack of accessibility or continuity of care (Weiner & 
Anderson, 2006). A report done in 2005 by the Robert Wood Johnson foundation, 
examined data from the CDCs 2003 National Health Interview Survey. There analysis 
resulted in a number of conclusions;  
- Almost half of uninsured adults with chronic conditions forgo needed medical 
care or prescription medications due to cost. 
- Chronically ill, uninsured adults are far less likely to visit a PCP than their 
insured counterpart 
- Uninsured adults with common chronic conditions (diabetes, hypertension, 
arthritis, hyperlipidemia and heart disease) suffer serious drops in medical 
care. (Davidoff & Kenney, 2005) 
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The uninsured population was costing U.S. taxpayers more money than they 
would if they were insured (Dow et al., 2013b). Thus, it is both morally and economically 
sound, to provide assistance and accessible primary care to all uninsured and 
inadequately insured Americans.  
 
Integrated Medicine  
The WHO defines integrated medicine as “the organization and management of 
health services so that people get the care they need, when they need it, in ways that are 
user-friendly, achieve the desired results and provide value for money.” (Waddington, 
2008). Essentially, an integrated delivery system (IDS) uses increased communication, 
information sharing, and coordination across specialties to increase quality of care 
(Hwang et al., 2013). Critical to successful IDSs are the similar hallmarks of primary 
care, specifically coordination of patient care and accessibility (Epstein AM, 2013). 
Chronic diseases, such as heart disease, diabetes, cancer, stroke, and others, are 
among the most common, preventable, and costly health conditions in the United States. 
Obesity has become a major health concern with 1 in every 3 individuals is obese (Ogden 
et al., 2007). Diabetes continues to be the leading cause of secondary ophthalmic, renal, 
nerve damage, and amputations in adults 20-74 (“CDC - 2011 National Estimates - 2011 
National Diabetes Fact Sheet - Publications - Diabetes DDT,” n.d.).The four most 
common causes of chronic diseases result from lack of physical activity, diet, tobacco 
use, and alcohol consumption (Mokdad et al., 2004). The majority of these chronic 
conditions are considered preventable illness that can be addressed and treated safely 
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through outpatient care, rather than hospital admissions (Asplin et al., 2005). In order 
decrease healthcare costs, specifically due to chronic conditions, we need to adopt a 
system that provides adequate and accessible primary care. 
The majority of the current research also shows that populations receiving higher 
levels of integrated care result in a decrease of overall healthcare costs (Starfield	  et	  al.,	  2005). In other words, insured individuals account for less total overall healthcare costs 
than their uninsured counterparts (Dow et al., 2013a). In fact, when focusing on out 
patient primary care, a study published by JAMA Internal Medicine has found that IDSs 
significantly improve on 4 out the 6 Healthcare Effectiveness Data and Information Set 
(HEDIS) categories pertaining to preventative screening (Epstein, 2013). It becomes clear 
that in order decrease healthcare costs, specifically due to chronic conditions, we need to 
adopt a system that provides accessible IDSs and primary care services to all patients 
struggling with one or more chronic conditions. 
However, the US has experience an overwhelming shift from physicians in 
primary care to specialties (Hofer et al., 2011). One of the primary goals of the PPACA is 
to boost primary care in order to increase the level of integrated care provided to all 
Americans. This will result in lower healthcare costs while promoting better overall 
health per individual.  
 
ACOs and Health Centers 
 Primary care can be delivered through multiple organized structures, two 
of the most common being Heath Centers and Accountable Care Organizations (ACOs). 
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These are by no means the only methods, however both will play an integral role in the 
changes to primary care implemented by the PPACA. 
ACOs are groups of health care providers, physicians, NPs, PAs, etc., that have 
come together voluntarily to provide better coordination of coverage across multiple 
specialties to Medicare Patients ('Medicare C for Baltimore,' 2013). The majority of 
Medicare patients present to the doctor’s office with multiple chronic illnesses. ACOs 
have emphasized coordinated approach in order to provide high-quality care while 
spending health care dollars more wisely. Evidence has shown the better coordination 
across multiple specialties (Fisher et al., 2007). Furthermore, ACOs increase the level of 
physician-hospital integration resulting in better transitional care for their Medicare 
patients and lower costs (Auerbach et al., 2013). 
Health centers have been an active source of primary care for the nations 
uninsured and most vulnerable for the past 45 years. Their success has determined their 
future growth as one method of providing care for the newly insured millions (Bureau of 
Primary Health Care, 2014).  Health center quality leans heavily on data analysis, quality 
improvement and accessibility. The work done at these centers has resulted in impressive 
reduction in health disparities for patients (Adashi et al., 2010). 
There are currently 1,200 health centers operating nationally and their total 
number of patients has been increased by 4 million annually. The Health Resources and 
Services Administration (HRSA) have established the Community Health Center Fund 
that provides $11 billion over 5 a year period for the operation, expansion, and 
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construction of health centers throughout the nation (Bureau of Primary Health Care, 
2014) 
Health centers and ACOs are in position to play an integral part of changes 
occurring to the United States healthcare system. Their expansion will increase 
accessibility, lower health disparities in underserved communities, and make key 
contributions to the creation quality improvement methods. In order to deliver high 
quality care and lower costs, Health centers make full use of electronic health records and 
the primary care workforce, including physicians, nurse practitioners, physician 
assistants, nurses, social workers, etc. (Bureau of Primary Health Care, 2014).  
 
Electronic Medical Records and Adaptability  
 Proper data collection and analysis is integral to adopting policies that increase 
care while conserving funds. Lack of information and data collections are also considered 
major barriers to the progress of the United States heath care system. The Affordable 
Care Act attempts to remove these barriers with financial incentives that will motivate 
physicians to correctly use Electronic Medical Records (EMR). In fact, Figure 5 
demonstrates that most physicians find the use of EMRs beneficial across multiple 
categories of care. 
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The reason for the push to switch medical records from paper to an electronic 
format to build the collective data on a wider range of patients, decrease mistakes, and to 
provide quicker access to a patients entire medical history (Kocher et al., 2010). The real 
time data analysis that can be done will shift policies and financial incentives towards 
practice that boost overall health in patients (Kocher et al., 2010).  
 Despite the technology revolution, providers continued to be plagued by 
paperwork. This results in time loss and multiple mistakes. In fact, hospitals and offices 
pay entire divisions of their workforce to sort out billing and coding complexities 
(Kocher et al., 2010). Use of EMRs will cut down on unnecessary paper work and also 
facilitate communication between physician practices by making medical histories, CT 
scans, X-rays, lab results, etc. readily accessible.  
 The PPACA is designed to modify practice policies and payment incentives base 
on overall health of patient populations.  The goal is for specific policies and financial 
decisions to be made from current, accurate, and significant data analysis. Information 
from large and varied populations will provide insight to the quality of practices that lead 
to better overall health.  
 
Figure	  5:	  Diagrams	  the	  percentage	  of	  physicians	  who	  responded	  favorably	  and	  experienced	  benefits	  from	  an	  EMR	  system	  across	  multiple	  categories.	  Figure	  amended	  from	  ‘Physician	  adoption	  of	  electronic	  health	  record	  system:	  United	  States,	  2011.	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Dedication to Primary Care  
The PP and ACA addresses such major issues by implemented proven methods in 
order to reduce costs and increase efficiency. Such methods rely on a boost to the primary 
care workforce, financial incentives that focus on prevention, and vigilant tracking and 
data system that allows for constant re-evaluation and adaptation (Kocher et al., 2010). 
Under the ACA, the federal government is reallocating funds in order to enhance 
the services provided by primary care and general medicine. These new incentives and 
payments methods with change clinical medicine to foster better quality, accessibility, 
and coordination among hospitals and general practitioners. 
Many changes will occur within the next decade, but there are already smaller 
changes in place that will serve to boost primary care. For instance, Medicare has 
increase in funding specifically for primary physicians (Fiore, 2013).  The PPACA will 
also provide a 10% increase baseline salary for primary care physicians between 2011 
and 2015.  In addition, the National Health Care Corps will gain 1.5 billion dollars 
between 2011-2016. At the same time, financial incentives with shift care to a more 
patient centric model, such as adopted by ACOs and health centers (Goodson, 2010).  
Physicians will also be rewarded based on their total populations health. This 
brings us again to the importance of EMRs and accurate data collection systems. 
According to Dr. Glen Stream, board chairman of the American Academy of Physicians 
(AAFP), fee-for-service payments methods will decrease over time in order to make way 
for payments based upon quality criteria (Bendix, 2013b). In essence, financial 
motivations will no longer be drawn from the procedures performed, but rather overall 
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health of the provider’s patient population based on a data analysis and a wide-variety of 
quality measures. 
In order for the PPACA to succeed, it must establish a self-sustaining primary 
care work force. All providers must collaborate and adopt policies that center around the 
complete health of the patient before their own specific specialties.  It must also continue 
to attract new primary care providers through payment incentives and loan forgiveness 
programs. 
 
Boost to the Work force  
The current shortage of primary care physicians combined with the newly insured 
patient population leaves a severe gap between primary care supply and demand. In order 
for health care to remain affordable, the primary care workforce must experience a 
significant and sustainable growth.  
The PPACA, under Title VII, Section 747 will provide support and funding for 
workforce education and training to expand PC capacity. Favorable federal loans 
available to physicians a with 10 year commitments to primary care (Goodson, 2010). 
Medical school student loan forgiveness programs for primary care has not taken full 
effect as of yet, but these programs, a long with a decreased income gap between general 
practitioners and specialists, will serve to funnel more students into primary care (Fiore, 
2013). The former payment system, by rewarding services and specialties, discouraged 
medical student from entering primary care. By addressing both the salary imbalance and 
the looming debt facing almost every student graduating from medical school, the 
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PPACA is countering this historical shift towards specialties. Funding will also be used to 
create a broad range of opportunities within primary care (Hofer et al., 2011). Millions of 
dollars will be invested to increase, not only physicians, but also physician assistants, 
nurse practitioners and other primary care providers. (Kocher et al., 2010). 
The influx of PAs, NPs, pharmacists, and other primary care workers is another 
strategy the government is adopting to meet the increase demand on primary care. Here 
the focus will be narrowed to PAs, NPs, and pharmacists because they are currently 
positioned to have the biggest impact on primary care. Not only are their utilization and 
overall numbers set to increase, their roles and responsibilities are set to expand in order 
to decrease the workload on physicians and conserve funds. In fact, use of PAs and NPs 
will automatically provide savings as they are paid approximately $50,000 to $60,0000  
annually, which is significantly less than a corresponding physician compensation for the 
same services (“AAPA | Becoming a PA,” 2014). Furthermore, PAs and NPs are faced 
with much less debt when they graduate their respective programs, both of which take 
significantly less time to complete than medical school and medical school and residency 
(“American Association of Nurse Practitioners - Education,” 2014; “AAPA | Becoming a 
PA,” 2014).  
PAs are defined as health professionals who can order and interpret lab results, 
perform physical examinations, perform procedures, write prescriptions, assist in surgery, 
and diagnose illnesses (“AAPA | What is a PA?,” 2014) . PAs in primary care primarily 
see younger patients with acute medical conditions under the supervision of a physician. 
The number of PAs and accredited PA programs has been growing steadily. As of 2011, 
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there were 6,545 PAs practicing in the United and that number is expected to increase to 
11,250 by 2025 (Glicken & Miller, 2013). Increased utilization shows the value 
physicians and patients place on the role of PAs (Halter et. al.). 
Similar to PAs, nurse practitioners also accept additional responsibilities, such as 
prescriptions, diagnosis and treatment, order lab tests, and performing physical exams.  
NPs are registered nurses that have completed supplementary training in clinical 
medicine (Carryer et al., 2007). The major difference between NPs and PAs lies not in 
their medical responsibilities but rather training. PAs are taught from a medical/physician 
perspective and are required to spend more didactic and clinical hours in order to 
complete their training. NPs, on the other hand, are trained with a registered nurse 
background and are generally not trained in procedures or to assist in surgery 
(“Differences between Nurse Practitioners and Physician Assistants,” 2012) 
The use of NPs as mid-level PCPs has been shown to increase the number of 
patients seen while reducing overall health care cost. This allows primary care physicians 
to focus on more complex cases, including severe illnesses or management of multiple 
chronic diseases. Much like PAs, NPs also work under the direct supervision of 
physicians, whether in primary care or any other specialty (Naylor & Kurtzman, 2010). 
However, for NPs and PAs to be most effective, their scope of practice and 
responsibilities must expand to meet increasing demand. Currently many state laws 
restrict scope of practice for many nurse practitioners, limiting to assist in the workplace 
and take on the increase demand for their services. Nationwide standardization and 
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increase utilization of NPs and PAs should bring about more change (Naylor & 
Kurtzman, 2010). 
Currently there are 173 fully accredited PA programs in the United States and, by 
2025, there are expected to be over 300. This trend has been occurring since 1984 and, in 
fact, the average age of PA is getting younger. This means a growth in numbers of PAs 
and increased average number of years that those PAs will be practicing (Glicken & 
Miller, 2013). Currently, NPs make up a total of 20% of total overall primary care 
workforce and their numbers are predicted to grow by 130% by the year 2025. In fact, the 
PPACA will allot 50 million in grants for Nurse-Managed Health Centers (Poghosyan et. 
al. 2012). Figure 6 shows the projected growth for both NPs and PAs up through 2018. 
Pharmacists are also in a unique opportunity to expand their services and 
contributions to the primary care workforce. Much of pharmacist duties include chronic 
care and management of complex medication regimes. Many patients have medical 
contact with their pharmacists more often than any other PCP. In addition, the average 
American lives no further than 5 miles from the nearest pharmacy. Pharmacists are also 
trained in adjusting medications, ordering and interpreting laboratory tests, and 
coordinating follow up care (MacKinnon, 2013). A study in Minnesota, assessing the 
economic impact of medication therapy management services, found that every dollar 
invested into MTM services by inpatient or ambulatory clinics saved $12 in total annual 
expenditures (Isetts et al., 2008). Capitalizing on the full scope of pharmacists’ 
capabilities and locations will be key for the initial intake of new insured patients. As 
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with PAs and NPs, pharmacists always work in correspondence and accordance with a 
physician (MacKinnon, 2013). It becomes clear that full utilization of PAs, NPs, and 
pharmacists providing primary care services results in high patient satisfaction, high 
quality of care, and total overall healthcare savings. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 6: Traces growth of Physician Assistants along side that of Nurse Practitioners 
and estimates growth through 2015. Figure amended from ‘Nurse Practitioners and 
Physician Assistants in the Intensive Care Unit: An Evidence-Based Review.’ 	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It should be noted that not all physicians agree with the implementation and 
further utilization of Pas and NPs. Many have concerns with decreased quality of care 
despite high patient satisfaction. The increased dependency on mid-level primary care 
providers, such as NPs and PAs, has led some to fear of decreased quality of care. (Halter 
et al., 2013; Poghosyan, Lucero, Rauch, & Berkowitz, 2012). 
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DISCUSSION 
 
Debate on Cost  
While it is uniformly acknowledged that increased accessibility, coordination, and 
data analysis leads into increased quality of care, reports are not unanimous that is less 
cost effective.  
A review done in the American Medical Journal of Managed Care systematically 
assessed the current literature to determine the connection between integrated healthcare 
delivery and changes in healthcare costs and quality. Integrated healthcare systems use 
more strict protocol-based medicine with clearly defined guidelines. This review found 
that 20 out of 21 studies assessing quality of care showed improvement of “quality of 
care, clinical effectiveness, length of hospital stay, medication errors, and number of 
office visits” when using an integrated delivery system. In addition, compared with non-
IDSs, the report found several studies that showed improved outcomes across the board 
for patients suffering with one or more chronic conditions. However, they concluded that 
the studies they assessed did not provide any evidence that increased use of integrated 
medicine was directly linked to lower health care costs (Hwang et al., 2013). This 
undermines the notion that caring for the uninsured would result in less overall 
government dollars and taxpayer money. 
This particular study analyzed 21 journal reports and 4 white papers. It is 
important to note that its’ purpose was to examine a very specific type of Integrated 
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Delivery System, not to investigate the entire practice of integrated medicine or primary 
care itself.  
Studies that directly aimed to quantify the economics of primary care and 
integrated medicine, as a whole, generally found that access to primary care decreased 
overall health care costs. (Starfield	  et	  al.,	  2005;	  Bureau of Primary Health Care, 2014; 
Dow et al., 2013b). The difference in literature may be attributed to the varied definitions 
used for terms such as integrated medicine and methods used to analyze cost. It is also 
important to remember the other tenants of primary care, such as coordination, 
prevention, chronic management, that have conclusively been shown to reduce 
complications, hospital admissions, and medication use.  
In addition, the PPACA has integrated a policy of adaptability that depends on the 
capability of physicians to collect and properly record data using EMRs. Policies will 
continue to respond to real time needs of the specific patient population. By pushing 
physicians to use EMRs, the PPACA hopes to create a healthcare system that continues 
to evolve and change based on the most current research, much like the practice of 
medicine itself. 
However the move to electronic record keeping has been met with some backlash. 
There are many physicians exists, particularly older physicians, who would rather retire 
than go through the hassle of converting all of their paper documents to electronic form 
and then learn an entire new system of record keeping and coding (Jamoom et al., 2012). 
The coding and billing systems are complex as it is and are already the cost of excess 
overhead and administrative services (Kocher et al., 2010). In theory, the switch to EMRs 
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will decrease this overhead but converting entire practices can be costly and loosing 
primary care providers in an already strapped field could prove even more costly. 
However, even regardless of the PPACA, electronic medical record keeping is the future. 
Paper documentation still exists, but its use has been decreasing and full utilization of 
EMR systems will decrease mistakes and costs while increasing data collection on a 
national scale. Most of the research analyzed in this paper presents an overwhelming 
need for change within primary care. There are, however, many fields of medicine and 
many papers and reports that disagree with the multiple provisions in this 4,033 
document. 
 
Controversial PPACA Measures 
The debatable points analyzed above are mostly in relation to primary care. 
However, there are many more controversial points and unanswered question outside the 
scope of primary care and outside the scope of this paper. For further information, a list 
of the most debated aspects of the PPACA is included. 
 
The constitutionality of an individual mandate to purchase health insurance 
(Manchikanti et al., 2011; Bendix, 2013)  
 
Tax strategy necessary to implement the PPACA.  
According to the AARP, Medicare taxes will not increase for individuals 
below an annual income of $200,000 or couples below $250,000. For 
	  	  33	  
those above the annual salaries, their Medicare tax will increase to 3.8%. 
In addition, tax loop holes for larger corporations and businesses will be 
closed (“The Health Care Law and Tax Implications for Individuals -,” 
n.d.).  
 
Some reports disagree on the overall cost of the new healthcare system and 
predict much harsher estimates than initial believed. In addition, studies done 
have differed in estimated cost of premiums, estimated cost of the uninsured, 
estimated rise of taxes, etc. (Manchikanti et al., 2011).  
 
A fear of decreased quality of specialty care in the United States due to changes in 
financial incentives. 
 
Free market capitalism vs. Taxation and Government regulation (“The Case 
Against Obamacare,” n.d.) 
  
Healthier America = Low healthcare costs, but…. 
 It is common knowledge that the United States is facing an obesity epidemic and 
all the chronic conditions mentioned earlier are directly related to the prevalence of 
obesity in the United States. In fact, the national health expenditures related to obesity are 
an astronomical $147 billion (Khan, 2011). 
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The recipe to lose weight is also simple and common knowledge. However, the 
act of decreasing the prevalence of obesity in the United States has become a complex, 
social, and medical problem. Multiple efforts have been taken to alter food choices from 
food labeling regulations to restrictions on legal soda size (Hoffman, 2011). There is no 
one solution to the US’s obesity epidemic. There are, however, proven methods of 
success and significant evidence that individual environments play an integral role in 
ones eating habits and activity levels (Khan, 2011).  
Thus, it has begun the debate whether policy makers should be pushing more 
programs that take place in schools and communities. One proposed method is increasing 
the utilization of dietitians in hospitals and their access to the general public (Khan, 
2011). In addition, some insurance companies have offered courses on nutrition 
education and healthy alternatives. Nutrition education is a proven measure that results in 
significant lifestyle changes and weight loss and many believe it should be part of our 
public school curriculum. (Epstein et al., 1980). In the goal of creating a healthier 
America with lower health care costs, the government should keep in mind that the 
obesity epidemic is ultimately responsible for many of our population’s hypertension, 
diabetes, heart disease, strokes, and other chronic conditions. Increasing community 
access to nutrition education and healthy foods is an example an offensive and proactive 
approach to medicine as opposed the traditional reactive and preventative approaches.  
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CONCULSION 
 
 The brief review of the previous United States healthcare system served to show 
how our healthcare system developed and its effects on provider decisions and care 
received. The former payment system led to a de-emphasis of primary care services, a 
depletion of the general practice workforce, and millions of uninsured Americans. In 
addition, under our former healthcare system we, as a nation, spent more money on 
healthcare than any other country in the world. The staggering health expenditures are 
mostly due to hospitalizations, clinical visits, and prescription medications. Patients with 
multiple chronic conditions are at higher risks for hospital admissions, usually require 
multiple prescriptions and account for most of physician visits.  
 Management of chronic conditions, preventative services, coordination of care, 
etc. are all hallmarks of primary care and are proven methods of promoting health in 
patient populations and decreasing overall healthcare costs. The PPACA has devoted 
funds and multiple provisions to emphasis and accessibility of primary care services.  
 It also crucial to provide high quality care to the 42 million Americans lacking 
health insurance and those with inadequate coverage. Those who were unable to afford 
coverage were using emergency rooms as primary care physicians, resulting in billions of 
dollars spent uncompensated care. These patients were more likely to return to the ER for 
re-admissions resulting from poor medication management and lack of follow up care. 
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The current research reviewed in this paper suggests that providing accessible healthcare 
for all Americans is not only feasible but also economically sound. 
However, not all reports are in agreement over the best methods form reducing 
United States healthcare expenditures. In the end, predictions are educated guesses based 
on data trends. Unforeseen variables cannot be accounted for and statistics often differ 
based on collection methods and analytics used. The fact remains that the Affordable 
Care Act is here to stay. This transformation of United States healthcare has already 
begun, grown roots, and will be extremely difficult to repeal. It’s true impact will be felt 
in the decades to come.  
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